RUPTURE OF THE INTESTINE.* 


REPORT OF TWO CASES. 

BY WILLIAM W. GOLDEN, M.D., 

OF ELKINS, WEST VIRGINIA. 

Superintendent mid Surgeon in Charge of Davis Memorial Hospital. 

From a recent contribution on this subject by Campbell, 1 
of Montreal, it appears that up to 1890 the number of cases of 
intestinal rupture which had been treated surgically was very 
small as far as literature could show, and of such as have thus 
been treated few if any reported recoveries are to be found. 
Since that time, however, a fairly good number of operations 
for this condition has been reported and of this number a few 
recovered. For the period from 1894 to 1904 Campbell’s 
search shows twelve recoveries reported in English and Amer¬ 
ican literature, eleven in French and nine in German. As 
to the percentage of recoveries following operation, the figures 
given vary with different reporters, from nine per cent, by 
Campbell to forty-two by Gage. 

Speaking generally this condition is not frequent. Out of 
about 1,300 surgical admissions of the Montreal General Hos¬ 
pital, covering a period of ten years, and representing a large 
emergency service, there were only eight cases of intestinal 
rupture. My own experience, the basis of this report, would 
lead me to believe that this form of injury is rather frequent 
in localities where there are extensive public works of a char¬ 
acter to expose the men to accidents in which traumatism by 
squeezing frequently occurs. The lumbering and coal-mining 
industries of this state probably produce a large number of 
these cases. In a little less than five months two cases of this 
kind came under my care. 

* Read before the West Virginia State Medical Association, June 22, 
1906. 

1 Annals of Surgery, Nov., 1905. 
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Case I.—H. S., aged twenty-five, a native of West Virginia, 
brakeman on a log train. November 16,. at 5 o’clock p.m., was 
engaged in unloading a carload of logs which stood at the upper 
end of the log-dock and directing them into the pond at the lower 
end of it, when one of the logs became unmanageable and 
threatened to land upon him. To escape it he jumped from the 
log-dock, aiming to land on a pile of logs floating in the pond 
below. This he missed and instead landed into the pond right 
against this pile of logs. At the same instant the log from which 
he was trying to escape reached him with great force, striking 
him in the back and driving him against the logs in front of him. 
This log came down from a height of about twenty feet. lie 
managed to disengage himself from between the logs and walked 
to the edge of the pond, a distance of about six feet, where he was 
pulled out by his fellow-workmen. On attempting then to walk 
he fell and complained of severe pain in the abdomen. He was 
placed in the car of a train which happened to pass by just then 
and transported to the Davis Memorial Hospital, about forty miles 
distant. The physician who accompanied him gave him one-half 
grain of morphine hypodermically while in transportation. 

He reached the hospital at about 7.30 p.m. An examination 
showed the entire absence of any mark of external injury. The 
abdomen was not distended and the area of liver dulness was 
normal. There was some dulness in the hypogastric region. 
The abdominal wall was extremely rigid and be complained bit¬ 
terly of intense pain all over the abdomen. The urine was free 
from blood. The passage of a rectal tube gave no result. There 
was no vomiting. Facial expression was that of great suffering. 
Temperature about normal; pulse 104 and of good quality. He 
was placed on the operating-table at 10 p.m. A median incision 
through the umbilical region showed the following: 

The omentum was torn longitudinally in two for its entire 
lower half. The small intestine, probably about its middle, was 
torn completely in two. The mesentery for about six inches was 
torn away from the lowermost end of the ileum. The inner 
layer of the mesocaecum was torn off the caecum, and the meso- 
appendix was torn off the appendix except at its very tip. 
There was a good deal of blood in the abdomen and pelvis, and 
active bleeding from the mesentery was still going on. The 
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amount of fecal escape was small, being limited to a slight soiling 
of the immediate vicinity of the torn knuckle of intestine. 

The ends of the ruptured gut were approximated by a 
Murphy button and reinforced by a Lembert suture of silk. The 
omentum was repaired and the mesenteric folds were sutured 
back onto a narrow frill of the same which remained attached to 
the ileum and caecum. The appendix and its mesentery were re¬ 
moved. All bleeding was stopped and the abdomen freely flushed 
with salt solution. A large glass drain was placed in the pelvis 
and the greater part of the wound was closed. The shock 
during and for some hours following the operation was great, 
necessitating intravenous infusions and the other usual measures. 
When returned to his bed at about 12.30 his pulse rate was 166 
and respirations 54. 

November 17, at 6 a.m., within seven hours after the comple¬ 
tion of the operation, he passed some flatus spontaneously. At 
9 a.m., temperature 99.6, pulse 126 and respiration 28. 

November 19, at 9 a.m., temperature 100, pulse 100 and res¬ 
piration 24. At 12, that is thirty-six hours after the operation, he 
had a small bowel movement of fecal matter following an enema. 

November 20, temperature 98.6, pulse 80 and respiration 24. 

November 22. As there was nothing but clear serum found 
in the drain it was removed on that day and the wound entirely 
closed. 

From this time on his complete recovery was uninterrupted 
and the outside wound closed by first intention. After a sharp 
diarrhoea of twelve hours duration he passed out the button 
on December 26 last, that is on the forty-first day. He has re¬ 
mained well and has been at work since. 

Case II.—W. M. G., aged twenty-nine, a native of West 
Virginia, teamster. April 12th last, at 2 p.m., while following on 
the lower side of a hill alongside of several logs dragged by his 
team, one of the logs rolled down on him, striking him over the 
left gluteal region and driving him against a stump, the latter 
impinging against his left iliac region. He was admitted to 
the Davis Memorial Hospital at about 7.30 p.m. I have not 
been able to learn whether morphine was given him before his 
admission, but in all probability this was the case. A very super¬ 
ficial skin abrasion was found over his left hip. There was no 
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marked distention of the abdomen. The area of liver dulness was 
reduced to about one-half. Urine free from blood. The passage 
of a rectal tube gave no escape to feces or flatus, but on removing 
it the end was found soiled with some mucus and blood. The ab¬ 
dominal wall was rigid but not extremely so. Pain was present 
but not to an extreme degree; no vomiting. Temperature 100.4, 
pulse 80 and respiration 20. At 12 midnight the temperature was 
99.4, pulse 76 and respiration 32. By that time his pain increased 
considerably and the rigidity of the abdominal wall became ex¬ 
treme. 

He was placed on the operating-table at midnight. On open¬ 
ing the abdomen considerable gas escaped and the peritoneal cavity 
was found full of intestinal contents. A tear about large enough 
to admit the little finger was found in the ileum, probably about 
six feet from the ca:cum. There was no other structural damage 
and no blood. A general and advanced peritonitis was present. 
The tear was closed with a purse-string suture and the abdominal 
cavity freely flushed out with salt solution. The removal of a 
large number of tomato-seeds was particularly troublesome, neces¬ 
sitating some evisceration. Drainage was provided as in the 
preceding case. At 1.30 of the next day he passed flatus, but died 
at 6 p.m. from peritonitis. 

There are several points which seem to me of particular 
interest in these cases. It is accepted as generally true that 
when a rupture of intestine takes place it does so in such por¬ 
tions of it where its mobility is restricted on account of a short 
mesentery. In Case I the rupture took place at a point where 
the intestine is usually quite mobile and in this case the mesen¬ 
tery at this point was abnormally long, affording great ease 
in isolating it from the rest of the gut while making the 
anastomosis. On the other hand as far as the tearing of the 
mesentery is concerned it followed the rule. The tearing of 
the omentum is unusual. Although much more extensively 
injured than Case II, recovery followed. There were two 
factors in this case which are to be credited with much for the 
result. One, the fact that circumstances favored an early 
operation, and the other the fact that the injury occurred four 
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or five hours after a meal, that is, at a time when the alimentary 
tube is the least filled. The suturing back of the mesentery to 
the narrow frill which was left attached to the gut gave me 
some misgivings at the time, fearing that the circulation would 
not be restored sufficiently to keep the corresponding portions 
of gut from dying, and more especially in reference to the 
ileum. By the time this part of the operation was reached 
the patient’s condition was such as to make a resection out of 
the question, and I took chances on a procedure which some 
may possibly be disposed to consider as objectionable. The 
amount of damage in Case II was very much less and yet it 
resulted in an early death. The occurrence of the injury close 
to a meal and the delay in bringing him to the hospital were 
no doubt the main factors in producing the fatal issue in this 
case. 

Were I asked what particular symptoms are to guide one 
in the diagnosis of such conditions, I would emphasize rigidity 
and pain. Given a case in which an injury to the abdomen 
occurred which is liable to produce rupture of the intestine, and 
the abdominal wall is found rigid and the patient is suffering 
from pain in that region, one should not hesitate to operate 
even in the absence of all other symptoms. In these two cases 
the absence of any result following the passage of the rectal 
tube lent some strength to the diagnosis at the time. How¬ 
ever, in the case of a large typhoid perforation I have seen a 
large stool to follow a simple enema. 
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